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11. TRANSMITTAL NUMBER: 12. STATE: 

t r a n s m i t t a l  AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

:.-.R: HEALTH CARE FINANCING ADMINISTRATION 

-
- .: r e g i o n a l  ADMINISTRATOR 

h e a l t h  CARE FINANCING ADMINISTRATION 
-. d e p a r t m e n t  OF HEALTH AND HUMAN SERVICES 

type OF PLAN MATERIAL (Check One): 

3 3 - 2 s massachusetts 

3. 	PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) Tit le  ;:TI.: 

4. 	PROPOSED EFFECTIVE DATE 

110/01/93 

0NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT 

COMPLETE BLOCKS 6THRU 10 IF THIS IS AN AMENDMENT (Separate transmittal for each amendment) 
'- federa l  STATUTE/REGULATION CITATION: 

I >  cfr $,;$,? ,;,> :.'->. 7L < ? 7 ?,... 

;AGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

. '. -? 

?OVERNOR'S REVIEW (Check One): 

0GOVERNOR'S OFFICE REPORTED NO COMMENT 

7. FEDERAL BUDGET IMPACT: 
a. FFY 9 3  $ - :?: 
b. FFY 94 $ -0.

9. 	 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable): 

7 3 -1 <-4 

ti OTHER, AS SPECIFIED: 
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Revision: HCFA-PM-85-3 (BEKC') 
M a y  1085 

State:Massachusetts 

4.14 

OMB NO. 0938-0193 

(b)  The Medicaid agency meets the requirements of 42 CFR 
Part 456. Subpart C, for control of the utilization of inpatient 
hospital services. 

-Utilization and medical review are performed by ;IX 
Utilization and Quality control Peer review Organization 
designated under 42 CFR Part 407 that  has :I contract with the 
agency to perform those reviews.* 


